myoma or red degeneration not responding to treatment and an increase in myoma size causing abdominal discomfort. 2 But myomectomy during cesarean section is different from that of during pregnancy. Previous studies have reported that it is better to avoid myomectomy during cesarean section except for small pedunculated fibroid. 3, 4, 5 Because during pregnancy size and vascularity of myoma increases and there may be excessive haemorrhage during myomectomy and the difficulty in securing hemostasis may need hysterectomy. But the fact and newer studies described the advantages of myomectomy during cesarean section. These are:
Myomectomy during caesarean section would cause less bleeding because at post partum the uterus is better adopted for control of hemorrhage as the uterine muscles are more sensitive to oxytocic agents and removal of myoma enable the uterus for better contraction. Moreover, the pregnant patients are in hypervolumic and hypercoagulable state, so can cope easily with a certain amount of blood loss.
• Enucleation of myoma is easier as the capsules become loose.
• It avoids the risk of another surgery and anesthesia for removal of myomas.
• Cost effective. 6 • Avoid classical cesarean section in case of myoma presenting at lower uterine section.
• Facilitate the chances of vaginal delivery in subsequent pregnancies when myoma removed from lower uterine segment. 7 • Reduces the complications associated with fibroid in subsequent pregnancies. 8 • The scar integrity following caesarean myomectomy has been shown to be better than that following interval myomectomy. 9, 10 • Enable to keep the patient's request (most of the patients want to remove the myoma during caesarean section)
So the purpose of this study was to evaluate the safety and feasibility of doing myomectomy during cesarean section.
Methods and Materials:
This prospective observational study was carried out in a private setting at Dhaka city from January 2006 to June 2015. Forty five (45) women with the following criteria were the candidate for the study- 
Results:
During the study period total 45 cases of caesarean myomectomy were done. Table-1 shows the distribution of mothers according to age, parity and gestational age at caesarean section. Twenty nine (64%) women were of 26 -35 years of age. Thirty (66.7%) women were primiparous. In 37 (82%) cases caesarean section were done at term. Table 2 depicts distribution of mothers according to characteristics of myoma. In 30 (66.7%) cases myomas were diagnosed before pregnancy, 11(24.4%) cases during pregnancy and only 4(8.9) cases diagnosed incidentally during caesarean section. Twenty (44.4%) women had single myoma and twenty five (55.6%) had multiple myomas. Seven (15.6%) women had myoma in the fundus, 22(48.9%) had in the body of the uterus and 15(33.3%) had both in the body and fundus of the uterus. Only 1(2.2%) had myoma in the cervix. Nine (20%) women had subserous, 25(55.6%) had intramural, 9(20%) had both subserous and intramural and 2(4.4%) had intramural and submucous myomas. In thirty (66.7%) women size of the myoma were less than 5cm, in 11(24.4%) women it varied from 5-10 cm and in 4(8.9%) women it was more than 10 cm in size. 
Discussion:
Incidence of pregnancy with myoma is increasing because of late marriage and childbearing and the increasing use of ultrasonography. Removal of myoma during cesarean section is preferred by the patient and satisfactory for the obstetricians and has several advantages. But traditionally myomectomy had been discouraged during cesarean section because of fear of life threatening bleeding, which may turn to hysterectomy. But during the last decade several studies were done showing the safety of myomectomy during cesarean section.
There are several observational studies where myomectomy was successful in all selected cases. [11] [12] [13] [14] [15] . In several case control studies also myomectomy was successful in all cases. 8, 15-23. In present study 93% cases myomectomy were done after delivery of the baby but in 3(6.7%) cases where myomas were in lower anterior wall, myomectomy were done before delivery of the baby to avoid incision in the upper uterine segment. In other studies also myomectomy were done before delivery of the baby when present in lower anterior wall. 12, 24. This shows that myomectomy before delivery of the baby is also feasible when needed. Though there may be chance of more bleeding as devascularization is not possible. In present study in most of the cases myomas were diagnosed preoperatively and operations were done with proper preparations and written consent of the patient. But in 4 cases myomas were diagnosed incidentally during cesarean section. Even then myomectomy were done with the consent of the patient's husband or guardian. This situation was not described and probably not aroused in other studies.
Myomectomy was done irrespective of number, size, type and location of the myomas. In twenty one (46.7%) cases number were 2-5 and in 8.9% cases number was more than 5. In other studies also multiple myomas were removed 8, 11,17-21,23.24 . Most common location was body of the uterus (82.2%) and type was intramural (80%). The same is true in most of the other studies. 8, 11,17,18,20,22,23. But in some studies subserous type were more common. 19, 21,24. Size varied from 5-10cm in 24.5% cases and 8.9% cases size was >10cm. Other studies also reported the removal of large myomas. 17, 18,21,23,24. In the present study the operative time was 45-<60 min in 57.8% cases and 60 -90min in 20% cases. This is more than the usual time of caesarean section in our settings which is 30-45min. Extra time was needed in cases where multiple myomas and or large intramural myomas were removed. In other studies the operative time of caesarean myomectomy is higher than that of caesarean section alone but that was not statistically significant. 8, [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] . Besides this the benefit of caesarean myomectomy outweighs the risk of this increase operative time. During operation 37(82.2%) women had no complications in the present study. But 8(17.8%) women had moderate bleeding for which 1-2 unit of blood was transfused. No patient had lifethreatening bleeding to sacrifice the uterus. Though we could not measure the amount of blood loss, we assess the effect of loss by clinical condition of the patient. Signs of hypovolumia lead to give blood transfusion and amount of blood was transfused according to demand of the patient. In some other studies no blood transfusion was needed at all. 8,14,15,19,22 ,24. In other studies blood transfusion was needed in some cases but when compared with control it was not statistically significant. [11] [12] [13] [16] [17] [18] 20, 21, 23 . None of those cases of their series needed hysterectomy. Only in an older study 3 of the 9 cases had sever hemorrhage and required hysterectomy. 25 Due to improvement of surgical skill, surgical technique, availability of blood and anaesthetic procedure it became possible to manage the cases with severe intrapartum haemorrhage. Proper devascularization and experienced obstetricians can reduce the incidence of haemorrhage and hysterectomy. Forty one (84.4%) cases of the present study had no postoperative complications and only 4(8.9%) women had to stay in the hospital for more than 72 hour. In the other studies there were either no complications or small percent of mild complications, which is not statistically significant. In some cases hospital stay was increased by 1-3days. 8, [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] In conclusion it can be said that myomectomy during caesarean section is a safe procedure and it is feasible in almost all cases. Though large scale RCT is needed before giving final conclusion it is not far away when myomectomy during caesarean section will be norm discarding the traditional view of not touching the myoma in pregnancy.
